What Is the Best Strategy for Presenting Results in Assisted Reproductive Technology?
The aim of every practitioner in assisted reproducthat these results can be expressed in many ways. tion is to produce the best success rates for his/
In the simplest case, we have a numerator, the her patients. Their secondary aim is to present their number of "pregnancies", and the denominator, unit in as good a light as possible. The need to reflecting how many patients or episodes of treathave results available to prospective patients has ment were carried out. To produce the best seebeen recognized for many years. The problem is nario, one would report the number of pregnancies, Even if the results are expressed in a statistically correct life-table format, the results can vary by the way the numerator is expressed. For the "best results" one may call "pregnancy" a positive Bhuman chorionic gonadotropin test 14 days after treatment. The next level of discrimination is "clinical pregnancy," which is defined as a pregnancy visible on ultrasound, but this includes ectopic pregnancies and other early abortions. "Viable pregnancy" has also been used, defined by the presence of a normal fetal heart and the correct-size gestation sac for the weeks of gestation. Finally, we can express the results as "live births," often referred to as the "take-home baby" rate. The "success rate" can further be "improved" by expressing IVF rates "per transfer" rather than "per oocyte collection" or per "treatment cycle commenced." Thus when we compare units, we must be sure that the same numerator and denominator are used. Even then the results can reflect factors apart from clinical or scientific skill. For example, we know that the chance of success is higher within the first few cycles. So if a program has mainly new patients, it will have better success rates. Similarly, younger women do better with all forms of treatment, and having a younger cohort will improve outcomes. In IVF treatment, the "cancellation rate" will affect the success rate inversely. If women with less than optimal follicles are canceled, the pregnancy rate per oocyte collection will improve by excluding those with a lower chance of pregnancy. Another critical factor is the number of embryos transferred. Those units that transfer high numbers of embryos will have a higher raw pregnancy rate per treatment than those that restrict their embryos per transfer to two or three.
In IVF treatment there is another complicating factor in the expression of results. With the practice of embryo freezing becoming routine, many couples conceive with a subsequent transfer of a thawed/frozen embryo. As the "risky" part of IVF is stimulation and oocyte collection, the pregnancy obtained with the frozen embryos should be credited back to the cycle in which the oocyte that created the embryo was collected. This is what should be described as the "compounded" pregnancy rate. Even this creates difficulty, as it is not possible to have complete results until all embryos in storage from any one cycle have been transferred. There is also difficulty in how to express the pregnancy rate when more than one pregnancy results from the one treatment cycle. In 1991, we reported on a couple who achieved three consecutive pregnancies from oocyte collection (9) .
Another dilemma is how to interpret multiple pregnancies. If we assess success on a "takehome baby" basis, do we credit twins twice and triplets three times? Certainly, for infertile couples to have twins often is a very "cost-effective" solution to complete their family. However, from a perinatologist's point of view the "success" of a multiple pregnancy by assisted reproduction technology is often a pediatric disaster.
As "benchmarking" has become popular for quality assurance, it is important that if this is carried out, we are comparing units on a "level playing field." A possible way to do this is to define the "ideal couple," for example, a female partner 35 years old or younger, within the first three treatment cycles, with tubal infertility and no male factor. If the numerator and denominator are also defined, we can then compare different units' results for this reference group. The Reproductive Technology Accreditation Committee of the Fertility Society of Australia planned to do this as a pilot study in 1998.
We still have the problem of how to explain to prospective couples their chance of pregnancy. It is impossible to inform them fully about all the factors that have been mentioned here, so a simplified format needs to be used. This should be based on either "viable pregnancies" or "take-home babies" and it should be clearly stated whether it is per oocyte collection or embryo transfer procedure.
